Traumatic dislocation of the testis is a rare event after blunt trauma of the scrotum or abdominopelvic injury. The diagnosis may be overlooked because of associated major injuries. In this study, we report on an adult who presented with a left traumatic dislocation of the testis after a falling astride injury. A brief literature review is also cited.
Introduction
Traumatic dislocation of the testis (TDT) is an uncommon sequel of scrotal trauma, occurring after direct pressure on the scrotum and dislocating the testis outside its normal position to the surrounding tissue, usually the inguinal region.
1,2 TDT may be a singular event 1 or associated with blunt abdominopelvic trauma. 3 Although TDT occurs more often at the time of injury, 2 in a few cases, a TDT has been recognized as a later event. 4 Ultrasound (U/S), color-flow Doppler U/S, and computed tomography (CT) are the main diagnostic tools of this condition. 4 Early diagnosis and treatment are recommended to preserve testicular function and to avoid the risk of malignant transformation. 1 In this study, we report on a case of TDT in an adult, with a brief review of this rare condition.
Case presentation
A 27-year-old man was admitted to our Department 3 days after an injury from falling astride on a crossbar. The patient subsequently noted that the left testis was moved to the left inguinal region. There was not a history of undescendent or retractile testis in the past. On physical examination, his perineum and penoscrotum region had small abrasions, whereas the left scrotum was empty without hematoma. The testis was palpable in the left inguinal region (Fig. 1) . The rectal tone was normal. A urine sample showed no blood. A color Doppler U/S revealed that the left testis was located in the inguinal canal, with normal size, and adequate blood supply of the testis (Fig. 2) . A left-sided inguinal operation was performed, which revealed an apparently healthy testis. The testis was pushed in the scrotum without tension, and through a transverse scrotal incision, fixation of the testis to the scrotum was performed. The patient had an uneventful recovery and was discharged on the first postoperative day.
Discussion
TDT, also referred as traumatic luxation of the testis as first reported by Clauby in 1818 5 when a victim had been run over by a wagon wheel. The exact incidence of TDT is not known, as the condition may be underreported or misdiagnosed. 3 The main mechanism of TDT is a direct force propelling the testis out of the scrotum, after rupture of the fasciae (external, cremasteric, and internal) of the spermatic cord.
1 Predisposing factors include a cremasteric muscle reflex, a widely open superficial inguinal ring, and the presence of indirect inguinal hernia and an atrophic testis. 2 The most common site of dislocation is the superficial inguinal pouch (almost 50% of all cases). 1 Other less common sites of TDT are as follows: pubic (18%), penile (8%), canalicular (8%), truly abdominal (6%), perineal (4%), acetabular (4%), and crural (2%).
2
Physical examination reveals a palpable mass consistent with a displayed testis and an empty hemiscrotum. 3 However, the diagnosis of a TDT may be initially overlooked because of the coexistence of other severe injuries. 3 A history of retractile testis or unrecognized cryptorchidism should be excluded. A preoperative U/S and color Doppler U/S are usually the first line methods to evaluate a TDT. Color U/S is not only useful for the diagnosis of a TDT, but also in determining the blood flow of the testis. 3 Abdominal and pelvic CT scans are helpful in the cases of intra-abdominal dislocation 1 or the presence of associated pelvic and scrotal trauma. Manual reduction or surgical exploration is the treatment of choice in the case of a TDT. An attempt for manual reduction may be considered in the first 3-4 days after dislocation when edema has been subsided and before adhesions formation. 1 However, manual reduction is believed to be successful in only 15% of the cases. 1 Reasons for that include the small size of the defect in the spermatic cord layers, 1 the presence of edema, the possibility of further injury of the testis because of the force needed for restoration, 4 and the risk of a future dislocation or torsion. 1 On the basis of these assumptions, a manual reduction was not performed in our case. Surgical exploration is advised 4 as the proposed treatment, as it is relatively minor, carries low morbidity, and may reveal an underlying testicular torsion or a coexistence of testicular trauma. 3 Nevertheless the treatment of choice, an early intervention is recommended as biopsies in the case of a delayed reposition of dislocated testes beyond 4 months have shown histologic changes, including absence of spermatids, decreased spermatogonia, the presence of germ cells, and an increase in alternative germ cells. 2 However, an improvement of spermatogenesis after treatment as long as 15 years after a TDT has also been reported. 2 
Conclusion
Testicular dislocation is a rare complication of blunt scrotal trauma, usually occurring after motorcycle accident. A meticulous examination of the scrotum is recommended especially in the presence of multiple injuries. U/S and color Doppler U/S are the most useful tools in evaluation of a TDT, whereas a CT scan may be useful in the case of a complex trauma. As TDT is not a lethal condition, a careful plan of restoration of the testis is advised. 
